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Foreword

The first great “public health revolution” in developed countries involved
measures to control infectious disease, and now we are in the midst of the
second revolution: the massive attack on chronic disease. In this revolution,
the dramatic decline in cigarette smoking in the United States since 1964
stands out as the most striking success story, which is especially remarkable
considering the fact that antismoking advocates play the part of David against
the Goliath of the tobacco industry. Antitobacco forces, including public
advocacy groups, have made steady advances in controlling the smoking
epidemic despite the tobacco industry’s greater expenditures to expand
tobacco use. The industry’s counterattacks continue with steadily increasing
intensity; this points to a clear need to increase the scope and effectiveness
of all existing educational and regulatory antitobacco strategies. This
monograph on the Community Intervention Trial for Smoking Cessation
(COMMIT) field experience meets this need extraordinarily well because
organizing, activating, and empowering communities to take action against
smoking surely stands as the most important strategy for use in public
health campaigns that emphasize control of tobacco use.

This monograph, Community-Based Interventions for Smokers: The COMMIT
Field Experience, is one of an excellent series on various aspects of tobacco and
health published since 1991 by the National Cancer Institute and the first to
deal with community-based approaches. It reports exciting victories: (1) a
modest decrease in smoking rates in light-to-moderate smokers, especially in
the hard-to-reach categories of individuals of low educational attainment and
(2) an impressive accomplishment in community empowerment.

Many monographs and most scientific articles either confine themselves
to a description of health problems or concentrate on the final results of
interventions designed to solve these problems. It is indeed rare to find a
document that tells how a problem was addressed: which methods were used,
what resources and training were needed, what barriers were found, how the
barriers were overcome, and how the intervention could have been improved.

This attention to process is long overdue. Given that eight previous
community-based research studies on cardiovascular disease risk factors
(including smoking) from the United States, Finland, Australia, South Africa,
and Switzerland have been reported since 1972 (see Chapter 2), it is striking
to note the absence of reporting on the process of achieving change. The
responsibility for this absence can be laid at the door of the scientific journals,
whose policy is to focus on results rather than methods, thereby excluding
information with the greatest potential to help those who could attempt
such programs.

COMMIT, with its 22 communities comprising 11 treatments and 11
controls, furnishes excellent opportunities for providing information on
process, thanks to the diversity of experience it obtained and the excellence
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of its recordkeeping. These factors allow for good estimates of effort expended
and results achieved for multiple intervention strategies carried out in varied
settings, such as the media, health care venues, worksites, community
organizations, and schools.

The authors deserve great praise for putting together 14 chapters of such
value and usefulness. The resultant state-of-the-art compendium will serve
policymakers and practitioners who wish to attempt community-based
programs for virtually any health problem that requires broad community
participation. That COMMIT was organized as a research project gives it the
credibility needed to promote it as a blueprint for success. Both successes and
failures are described, and programs in both the United States and Canada are
described in enough detail to let us appreciate not only the logic of planning
and methods of intervention but also the human drama involved.

Jane Farquharson, a community health specialist from Dalhousie
University, Nova Scotia, Canada, has said, “Scientists learn from data, people
learn from stories.” Stories in this case are the monograph’s details of process,
as mentioned earlier. Lest scientists become offended, one can add that
scientists interpret data as well, but it is only as activists that they, together
with the people they help, can create community change. The stories of
Chapters 5 through 13 are the how-to section of this document and give
the information and inspiration needed to plan and implement simple or
complex community intervention programs.

These chapters, whose stories are rich with lessons that will guide future
community work, are the “trees” of the monograph. The “forest” is the ability
of COMMIT to demonstrate the power of the people to better their lives by
collaborating toward a shared goal. In the 19th century, the French writer
and politician Alexis de Tocqueville labeled this country a “nation of
joiners”—a trait he found admirable. COMMIT illustrates this American
characteristic more than 100 years later, showing how members of the 11
treatment communities joined in a common cause for health.

De Tocqueville’s symbolic nation of joiners was demonstrated in the
community Boards and their task forces, which were created early in the
11 COMMIT communities. As organized events proceeded and gained
recognition, community involvement increased manyfold. COMMIT’s
successes in creating community events (“magnet events”) tell the world
how ferment from “below” (from the people of a community) can change
their local world. For example, imagine the excitement in Bellingham, WA,
as COMMIT staff members paraded in giant turkey costumes, or during an
annual parade, in giant cigarette costumes!

Each element of COMMIT’s multicomponent campaign represented an
innovation—as so often happens when pioneering efforts are made. Many
barriers were encountered along the way, sometimes to be overcome by luck,
sometimes by ingenuity and perseverance, sometimes not at all.

COMMIT staff members encountered a dramatic barrier as they worked
toward adoption of smoke-free school policies in two communities. In each
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instance, a single school board member who was a smoker blocked the policy
change. The obstacle was overcome in only one of these communities, after
intense public discussion sparked by a COMMIT Board member’s letter to

the editor of the local newspaper. Thus, a committed Board member bore
out the wisdom inherent in this quote from anthropologist, Margaret Mead,
“Never doubt the ability of a few dedicated individuals to change the world,
indeed, it is the only way it ever has.” COMMIT, as a laboratory, teaches us
how to create many such dedicated individuals whose talents were enhanced,
for example, during service on the task forces.

The story of many examples of barriers overcome during the COMMIT
trial is a heartening antidote to the undercurrent of cynicism, fear, and
alienation that exists in the United States today. The ultimate power of the
COMMIT monograph will manifest itself when this message of hope (we can
improve our lives if we work together in common cause) and suggestions of
how to accomplish change are disseminated widely to those who need
encouragement.

One community was remarkably successful in “stirring the pot” and
putting the hazards of smoking at the top of the community’s agenda
through skillful use of media advocacy. As such experts in social marketing
as Drs. June Flora and Craig Lefebvre have pointed out, a successful message
often can be grafted onto a topic that already has captured the public’s
attention. At the height of the great public debate over the possibility of
harmful contaminants in a shipment of Chilean grapes, the COMMIT staff in
Medford/Ashland, OR, was able to show that the cyanide content of inhaled
cigarette smoke was potentially much more toxic than the grape’s pesticide
content.

Another COMMIT success was the finding that young people were
surprisingly effective as catalysts for change. This observation highlights
another tenet of social marketing: Messages should be delivered by highly
credible people. COMMIT interventionists discovered that many young
people were eager to help and were often remarkably successful in garnering
the public’s attention. An exciting example occurred during an attempt by
COMMIT to decrease illegal sales of cigarettes to minors in Raleigh, NC.
Three months earlier, the city council had rejected COMMIT’s proposal to
restrict vending machine cigarette sales, but after one adolescent’s testimony
council members rapidly approved the new legislation. The testimony in
part simply stated, “You can’t educate vending machines.”

Community empowerment, including use of volunteers, perhaps the
most important COMMIT result, is evident from all community stories but
was carefully quantified as well; 94 percent of seven categories of process
objectives were achieved and 99 percent for the category “Mobilization of
Boards and Task Forces.”

Given the impressive success in community empowerment, which also
can be called a “bottom-up” approach, a major question is how best to
harness the power of newly activated members of any community. First is
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the potential for the COMMIT monograph to be the country’s current best
creative and adaptable “cookbook” for change and thus a vehicle for wide
adaptation. However, as described in the monograph’s last chapter, one
answer to the question of how to channel this “power” is to ask for “top-
down” assistance from all levels of government and other policymakers.

As Canada, Australia, and the States of California and Massachusetts have
shown, increasing taxes on tobacco is the single most effective way to
decrease tobacco use in a country or State. Nationally supported antismoking
media campaigns also are needed to interact with and magnify the effect of
community actions. Enforcement of existing laws in tobacco sales to minors,
policies on vending machines, and restrictions and bans on advertising are
also governmental responsibilities.

Adding these governmental activities to countrywide community-based
activities could result in a synergistic interaction that would strengthen and
propel a national movement toward a truly smoke-free society. This also
might help us gain the courage, wisdom, and moral force to mobilize a
nation of joiners and stem the ruthless expansion of tobacco companies
into developing countries.

The COMMIT field experience, as described in this pioneering
monograph, supplies powerful lessons and important tools for the public
health movement by demonstrating the simple truth: Comprehensive
community interventions do make a difference.

John W. Farquhar, M.D.

Professor of Medicine

Professor of Health Research
and Policy

Stanford University
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COMMIT MONOGRAPH DEVELOPMENT PROCESS

This represents the sixth volume in the smoking and tobacco control
monograph series. The compilation process for this volume was slightly
different from those generally followed in the past.

In 1993, the STCP Coordinator and COMMIT Program Director
presented a concept for the volume to the COMMIT Printing and
Publications Committee (P & P). The committee was established as one
of several mechanisms to help prioritize manuscripts generated from the
trial and to develop a process for coordinating and accessing trialwide data.
In addition to offering helpful suggestions for the content and overall
approach to the volume, the committee asked Dr. Beti Thompson to serve
as one of the volume’s scientific editors. In addition to Dr. Thompson,
editors included Dr. David M. Burns and Mr. William R. Lynn.

STCP staff members, in consultation with the volume’s scientific editors,
developed a detailed outline for the volume along with a list of potential
authors who represented COMMIT Principal Investigators and COMMIT field
staff. The inclusion of the latter was critical given the primary purpose of the
volume was to document the COMMIT intervention field experience-both
positive and negative. Although individual chapters were generally written
by a COMMIT Principal Investigator, the experience of the COMMIT field
staff members formed the basis of what occurred at the community level.
This hands-on experience was documented by COMMIT'’s extensive

Xvii



Smoking and Tobacco Control Monograph No. 6

Xviii

collection of program records and case studies. A meeting of authors and
editors was held to help guide the effort, answer questions, develop a
working outline, and make writing assignments. Several iterations of each
chapter were usually necessary before a final draft was submitted to NCI.

Once a “final” draft of the entire volume was completed, NCI sent copies
to a small group of experts who were asked to critically review the volume.
These reviewers, acknowledged above, were chosen for their specific
knowledge and expertise in community-based health programs. Comments
received from these individuals were sent to the scientific editors for their
consideration and possible integration into the volume.

This monograph, Community-Based [ritervernttions for Smokers: The
COMMIT Field Experience, is the work of dozens of individuals-STCP trial
investigators and staff, smoking control experts, and outside scientists and
experts. The monograph is organized into 14 separate chapters within
3 sections as laid out in the “Contents,” which immediately follows.
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Chapter 1

Smoking Control and the COMMIT

Experience—Summary and Overview

Donald R. Shopland, David M. Burns, Beti Thompson, and William R. Lynn

INTRODUCTION Tobacco use, especially the practice of cigarette smoking, remains
the largest preventable cause of death and disability in the United States,
producing more than $50 billion in health care costs in 1993 (Bartlett et al.,
1994). This continuing disease burden overshadows the substantial progress
made in reducing the prevalence of smoking in the past 40 years (Burns et
al., in preparation; Shopland, 1995). In 1955, nearly 60 percent of adult
men and nearly 30 percent of adult women were regular cigarette smokers
(Haenszel et al., 1956). Currently, 25 percent of adults in the United States
are cigarette smokers, but only 20.4 percent, one in every five, report they
smoke on a daily basis (Centers for Disease Control and Prevention, 1994).

Changes in smoking behavior have occurred with, and been partially
driven by, gradually evolving efforts to influence smoking behavior (U.S.
Department of Health and Human Services, 1991). Initial efforts in public
information and education were followed by the development of behavioral
and pharmacologic approaches to assist smokers to achieve and maintain
a nonsmoking status. The limited success of these efforts with individual
smokers eventually led to an understanding of smoking as an addictive
process in which social forces played a critical role in both initiation and
maintenance of the behavior. The potential of broadly structured community-
based interventions providing persistent and inescapable messages to quit
smoking was recognized and formed the scientific foundation for the
Community Intervention Trial for Smoking Cessation (COMMIT) discussed
in this volume.

As the content of this monograph clearly demonstrates, a great deal has
been learned about mobilizing communities and organizing their efforts to
change smoking behavior. The impact of COMMIT’s community organization
approach on smokers’ behavior was modest, at least for the first 4 years of
the intervention. Although no change was noted in the target group of
heavy smokers, there was a statistically significant difference in the quit rates
between intervention and comparison communities among light-to-moderate
smokers (COMMIT Research Group, 1995a and 1995b). Light-to-moderate
smokers, it should be emphasized, comprise 80 percent of the U.S. adult
smoking population (Giovino et al., 1994).

Although COMMIT did not accelerate the quit rate among heavy smokers,
the larger-than-expected percentage of smokers who quit throughout the
communities demonstrated that many aspects of the national effort were
working. It remains to be determined the extent to which broad policy-based
interventions, other alternative tobacco control strategies, or a longer duration
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of community-based interventions will substantially alter smoking behavior,
particularly among heavy smokers.

One clear result of the approaches described in this volume was successful
mobilization and organization of communities around an externally defined
public health objective. All the communities were successful in developing
an organizational structure and using that structure to accomplish a defined
set of objectives contained in the COMMIT protocol. This success is the
focus of this monograph. A better understanding of what works and what
does not work in efforts to mobilize a community around a public health
goal is one of the most valuable results of COMMIT.

The findings in the intervention vs. comparison communities in COMMIT
need to be placed in an appropriate perspective. There was no difference
between intervention and comparison communities among smokers
consuming 25 or more cigarettes daily (heavy smokers), but 18 percent of
those smokers in both communities quit smoking during the 4 years of the
trial. Similarly, 30.6 percent of smokers of fewer than 25 cigarettes per day
(light-to-moderate smokers) quit smoking in the intervention communities
vs. only 27.5 percent in the comparison communities (COMMIT Research
Group, 1995a and 1995b). These data clearly demonstrate that substantial
rates of cessation occurred among light-to-moderate and heavy smokers.

The results of the trial do not demonstrate that it is difficult to get smokers
to quit; large numbers of both light-to-moderate and heavy smokers did so.
The results of the trial do demonstrate that it is difficult to use many of the
traditional public health approaches to tobacco control, delivered by means
of a community organization structure, to dramatically accelerate the already
high rates of cessation occurring in the population.

In addition, the intervention approach did demonstrate an effect that has
significant public health implications among the light-to-moderate smokers
in the trial, especially compared with the general difficulty in changing other
addictive behaviors. Furthermore, this effect was greatest among those
smokers with a high school education or less, a group in which cessation
rates have been relatively low and on whom other intervention approaches
have had little effect. This effort, produced by means of a public health mode
of delivery, shows the great potential of such prevention efforts to provide
additional years of quality life to the population in a more cost-effective
fashion than disease treatments by the health care delivery system.

TRENDS IN THE The focus of any public health intervention should be reduction
MAGNITUDE OF of incidence and prevalence rates in the entire population, and
SMOKING AS A it is useful to measure tobacco control efforts by this yardstick.
PUBLIC HEALTH  Figure 1 demonstrates that during the past 40 years the prevalence

PROBLEM

of smoking among white males has been cut in half, from nearly
60 percent in 1955 to less than 30 percent in 1993 (Haenszel et al., 1956;
Centers for Disease Control and Prevention, 1994). The figure shows that the
change in prevalence among white females is more modest, dropping from
approximately 30 percent in 1955 to 22.5 percent in 1993, but the absolute
prevalence remains lower among females than among males.
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Figure 1

Prevalence of cigarette smoking among adults by race and gender, United States, 1955-93
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Figure 1 shows that the change in smoking prevalence among blacks
is only slightly less successful, with rates among black males falling from
60 percent in 1955 to 32.4 percent in 1993. Smoking prevalence changes
among black females are nearly identical to those in white females.

Slowing the rate at which adolescents become smokers has proven more
difficult than convincing older smokers to quit. About one-third of high-
school-age adolescents use some form of tobacco (Giovino et al., 1994).
Initiation rates among older adolescents have declined steadily (Burns et al.,
in press; Pierce et al., 1994), but changes among younger adolescents have
been far less positive (Cummings et al., 1995).

Initiation rates among younger age adolescents (14 to 17 years old)
decreased slightly from 1980 to 1984 but increased between 1985 and 1989
(Cummings et al., 1995). The largest annual increase occurred in 1988, the
year the R.J. Reynolds Tobacco Company introduced its now famous “Joe the
Camel” cartoon character. Had initiation rates from 1985 to 1989 remained
at the 1984 level, there would have been more than 500,000 fewer adolescent
smokers in the United States during this time. In comparison, among young
adults (ages 18 to 21), initiation rates decreased slightly during the 1980’s
(Cummings et al., 1995).

Smoking prevalence rates among black adolescents have declined
(Institute of Medicine, 1994), whereas rates among white adolescents have
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Figure 2

Prevalence of daily smoking among white and black high school seniors in the United States
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changed little (Figure 2). Although current estimates of smoking initiation
rates for adolescents are not available, smoking prevalence increased among
8th- and 10th-grade students nationally between 1991 and 1993 (Johnston et
al., 1994). These trends coincided with aggressive new marketing practices by
the cigarette industry, many of which are reaching children (U.S. Department
of Health and Human Services, 1994).

The effort to alter the public health problem of tobacco use has clearly
made substantial progress over the past 40 years; however, we have had
greater success in aiding smokers to break their addiction than we have had
in preventing children from becoming addicted. In understanding this
differing response by adults who are already addicted and children who have
not yet become smokers, it is critical to examine the activities of the tobacco
industry during the period of these tobacco control efforts.

ACTIVITIES  Over the past four decades, the tobacco industry has aggressively

OF THE
TOBACCO
INDUSTRY

responded to each major public health initiative directed at reducing

smoking with a combination of efforts intended to undermine

these initiatives. The industry introduced a series of new product
modifications, including filtered cigarettes in the 1950’s and low-tar cigarettes
in the 1970’s, to allay the public’s concern about the health risks of smoking
and to convince people that whatever risks existed had been either reduced
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Figure 3

drastically or eliminated. More important, during the past 40 years, cigarette
manufacturers have conducted massive, annual, multibillion dollar
advertising campaigns to convince smokers and potential smokers to smoke.

During the time COMMIT interventions were in the field (midfall
1988 through 1992), outlays for all cigarette advertising and promotional
expenditures almost equaled the amount spent the previous 10 years (Federal
Trade Commission, 1995). Expenditures increased 60 percent during the
relatively brief COMMIT intervention period, from $3.28 billion in 1988 to
more than $5.3 billion in 1992 (unadjusted for inflation) (Figure 3).

The most recent data from the Federal Trade Commission show that
cigarette manufacturers spent more than $6 billion for advertising and
promotional expenditures in 1993, the last year complete data are available
(Federal Trade Commission, 1995). This represents more than a 15-percent
increase over 1992 (Table 1).

Significant changes also have occurred in the types and categories of
advertising and promotional activities conducted. When the U.S. Congress
banned cigarette advertising on electronic media in 1971, the bulk of cigarette
advertising shifted to print media and outdoor and transit advertising. Until
the early 1980’s, these categories accounted for the preponderance of all
cigarette advertising and promotional expenditures.

Domestic cigarette advertising and promotional expenses, 1963-93°
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Table 1

Domestic cigarette advertising and promotional expenditures, by type and category, United
States 1992 and 1993 (in thousands of dollars)

1992 % of 1993 % of % Change

Type of Advertising ()] Total (©)] Total From 1992
Newspapers 35,467 7 36,204 .6 +2.0
Magazines 237,061 45 235,195 3.9 -.08
Outdoor 295,657 5.7 231,450 3.8 -21.7
Transit 53,293 1.0 39,113 .6 -26.6
Point of Sale 366,036 7.0 400,909 6.6 +9.5
Promotional Allowances 1,514,026 28.9 1,557,505 25.8 +2.9
Sampling Distribution 49,315 .9 40,190 7 -18.5
Specialty Item Distribution 339,997 6.5 755,761 12.5 +122.0
Public Entertainment 89,739 1.7 84,275 1.4 -6.1
Direct Mail 34,345 7 31,463 5 -8.3
Coupons and Retail

Value-Added Promotions 2,175,373 41.6 2,559,170 42.4 +15.0
All Others 41,608 .8 63,915 1.2 +53.6
Total 5,231,917 100.0 6,034,915 100.0 +15.4

Source: Federal Trade Commission, 1995.

However, from the early 1980’s onward, the cigarette industry increasingly
began to emphasize promotional activities, and each year the industry has
committed a larger share of its total advertising and promotional budgets
to these types of activities. Promotional allowances and coupons and retail
value added accounted for nearly 70 percent of all expenditures in 1993.

Less than 10 percent of all expenditures were devoted to advertising in
newspapers, magazines, and outdoor and transit advertising. Nonetheless,

the dollar amount allocated for these categories was nearly $542 million for
1993, a sum that exceeded the total spent for all domestic cigarette advertising
in 1975 (unadjusted for inflation) (Federal Trade Commission, 1995).

Promotional allowances, which accounted for approximately one-quarter
of the $6 billion spent in 1993, are various incentives and fees paid by a
manufacturer to wholesalers and retailers to stock and promote a company’s
products. By far the single largest amount spent in 1993 was for coupons
and value-added promotions—more than $2.5 billion—an increase of nearly
$400 million from the previous year.

Specialty item distribution accounted for more than $755 million in
expenditures for 1993—more than double the amount spent in 1992—and
now accounts for nearly 12 percent of all advertising expenditures. This
category includes the practice of putting a brand’s logo on such things as
T-shirts, caps, sunglasses, sporting goods, and so forth that either are sold
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to the consumer or can be ordered from catalogs in exchange for package
premiums or coupons. Recent studies have shown that tobacco company
advertising of promotional activities is reaching adolescents. Among persons
ages 12 to 17 in 1992, 25 percent of nonsmoking adolescents reported having
received promotional items from tobacco companies; nearly 50 percent of
smoking teens reported having received such items (U.S. Department of
Health and Human Services, 1994). Another study (Biener et al., 1994)

found 52 percent of Boston 12- to 17-year-olds reported having seen a
tobacco company catalog, and 54 percent reported knowing someone
younger than 18 years who owned a tobacco promotional item.

During the interval that public health efforts to reduce tobacco use have
been increasing, there has been a disproportionate increase in advertising
and promotional activity by the tobacco industry, and this increased activity
has been accompanied by a shift to promotional activities that may have a
greater attraction for adolescents than for adults (Institute of Medicine, 1994).
This enormous allocation of resources by the tobacco industry undoubtedly
has slowed the rates of positive changes in smoking behavior over the past
40 years, and all current and future tobacco control efforts should be
examined in the context of this growing industry effort to keep smokers
smoking and recruit adolescents to the smoking ranks.

COMMIT AND THE Tobacco use research at the National Cancer Institute (NCI)
EVOLUTION OF THE began in the early 1950’s when cigarette smoking was first
NATIONAL CANCER linked with lung cancer (U.S. Congress, 1957). Over the
INSTITUTE’S SMOKING next decades, NCI funded hundreds of millions of dollars
AND TOBACCO in basic and applied research on smoking and health (U.S.

CONTROL PROGRAM Department of Health and Human Services, 1990). NCI's
early research concentrated on the areas of tobacco use epidemiology; the
chemistry, pharmacology, and toxicology of tobacco and tobacco smoke;
autopsy studies; and experimental tobacco carcinogenesis. During the early
1970’s, NCI shifted its research focus to identify hazardous substances in
tobacco smoke and ways to reduce or eliminate their presence (National
Cancer Institute and National Heart, Lung, and Blood Institute, 1978).

In the late 1970’s, NCI’s smoking research focus shifted again to include
an examination of behavioral issues related to why people smoked.

In 1982, coincident with the release of the Surgeon General’s report on
cancer (U.S. Department of Health and Human Services, 1982), NCI began a
major planning effort to reduce the national prevalence of tobacco use and
thereby attain a significant reduction in those cancers most associated with
tobacco consumption. NCI initiated a research program to identify effective
approaches to reach individual smokers and persuade them to quit and to
encourage adolescents not to start.

Priorities for targeting intervention research were identified from a
systematic approach that used consensus development involving hundreds
of scientists and other experts (Greenwald et al., 1987). The resulting
consensus was a two-pronged strategy, the first of which included:
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e physician and dentist interventions to reduce patient smoking
prevalence;

¢ self-help and minimal interventions to provide materials and
strategies to individuals who wish to quit on their own; and

e mass media interventions using electronic and print media to
encourage cessation and prevention of tobacco use initiation.

The second prong of the strategy targeted populations with needs for
specific interventions or (as with youth) primary targets for prevention of
initiation. These strategies included:

e population interventions, including people of color, women, and
ethnic populations, to develop appropriate smoking prevention and
cessation programs;

¢ school-based programs to develop curricula to prevent the onset of
tobacco use among adolescents; and

e interventions to prevent the initiation of spitting tobacco use and
promote cessation.

Results from nearly 60 controlled trials helped guide the COMMIT effort
and efforts by other Institutes within the National Institutes of Health as well
as other Public Health Service (PHS) and non-PHS agencies. For example, the
National Heart, Lung, and Blood Institute has funded community risk-factor-
reduction projects (Farquhar et al., 1984; Lasater et al., 1984; Blackburn et al.,
1984) as well as clinical interventions directed at individuals considered at
high risk for heart disease (Multiple Risk Factor Intervention Trial Research
Group, 1982), all involving adult smokers. These efforts, like COMMIT, were
designed during the 1970’s and early 1980’s and were based on what, at that
time, was considered the state of the art in smoking cessation interventions,
especially for reaching heavy smokers. Cessation results from U.S.-based
cardiovascular risk reduction trials, although mixed generally, have been
positive. For example, the Stanford Five-City Project observed a greater
decline in smoking prevalence in their treatment communities than in
controls, based on their cohort survey, with a larger treatment effect in men
than women (Fortmann et al., 1993); the Minnesota Heart Health Program
reported a modest intervention effect on prevalence of smoking among
women but not men in their cross-sectional analysis but reported no effect
for either in their cohort sample (Lando et al., 1995; Luepker et al., 1994);
and the Pawtucket Heart Health Program reported no significant intervention
effect (Carleton et al., 1995). Similar findings have been observed from
studies in other countries. (See Chapter 2 for further discussion.)

Recently, it has become clear that policy interventions aimed at changing
the social context and general environment in which tobacco is purchased
and consumed are as or more important than delivery of cessation and
prevention services (U.S. Department of Health and Human Services, 1991).
Smoking control policy interventions need to be integrated with
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community-based service delivery efforts if they are to be considered
comprehensive, and many of these policy changes often require change at a
higher social and political level than the local community (e.g., tax increases).

COMMIT did not attempt to change communitywide policies but rather
worked within the policy framework that existed within each community at
the time the interventions were implemented. Although it was not the intent
of the COMMIT protocol to change communitywide laws and regulations,
effort was put into increasing the influence of existing policies and economic
factors that discourage smoking (COMMIT Research Group, 1995a and 1995b).
COMMIT actively emphasized the benefits of policies such as smoke-free
environments for worksites, health care facilities, and other community
organization sites, but these policies were accomplished primarily through
individual consultations or group seminars. No systematic effort was made
to implement change throughout the community either through
communitywide ordinances or regulations.

Scientific evidence continues to accumulate to demonstrate the potential
for policy interventions to modify cigarette smoking behavior among adults
and children (U.S. Department of Health and Human Services, 1991; Tobacco
Control, 1992; Institute of Medicine, 1994). Implementation of tobacco
policy change is best accomplished at the State and local levels through
community and coalition support for policies in several important areas:
smoke-free indoor air, implementation and enforcement of laws and
ordinances limiting minors’ access to tobacco products, cigarette tax
increases, and reduction or elimination of certain cigarette advertising
and promotional activities.

PURPOSE OF The purpose of this monograph is to present a synthesis of

THIS MONOGRAPH the operational and process lessons learned from COMMIT.
The monograph is specifically intended to provide detailed information
about the COMMIT intervention process in a manner not possible in scientific
journals. The writers and editors have attempted to distill this information
in a format that is particularly useful to individuals interested in a community-
based approach to smoking control and that describes how to effectively
organize, develop, and implement a comprehensive program aimed at adult
smokers at the local level.

The overall lessons learned from the COMMIT field experience are
discussed in more detail in Chapter 14. Briefly, they include these findings:

e [t is possible to establish a partnership with communities so that they
will organize around a community problem.

e It is possible to promote a research agenda even when that agenda is
not the primary problem facing a community.

e Community volunteers are willing and able to plan intervention
activities that are congruent with an intervention protocol.

e Community volunteers are willing to implement intervention activities.
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e The COMMIT model of community organization and structure of
Boards and task forces was well received and is relevant for use with
other community problems.

e Community volunteers would have liked outcome data during the
trial so that they could make midcourse corrections, if necessary.

e Communities were interested in continuing tobacco control activities.
An earlier planning period for transition and assistance in obtaining
additional resources would have been useful.

e Resources are important in maintaining tobacco control; however,
organized groups can effectively take on tobacco control with few
external resources.

Operational experience with what works and does not work at the
programmatic level frequently provides the core for interventions tested in
controlled scientific investigations. Current concepts of what constitutes
effective approaches to tobacco control frequently outstrip both the tools
needed to evaluate them and the data needed to definitively prove their
impact.

The focus of this monograph is a description of how COMMIT was
conducted rather than the outcome results. While the experience is fresh,
the monograph attempts to present to the larger public health community
the best judgments of the COMMIT research team about what constitutes a
comprehensive, community-based approach to tobacco control for reaching
adult smokers. It is hoped that this description will aid both those currently
designing and implementing programs and those creating the next
generation of scientific studies in tobacco control.

The monograph is organized to follow the research channels used
in the COMMIT communities. Each chapter contains a brief rationale for
intervening through a particular channel and then describes experiences
across the trial. The monograph is intended to be descriptive. Toward that
end, chapters conclude with a section on lessons learned or what could have
been done differently.

The monograph may be read as a unit or in sections of particular interest.
Chapters 2 through 4 provide descriptions of the project and are included
for those who wish to understand the research aspects as well as applications
from the field. Chapter 2 provides a context for community studies.

Chapter 3 describes COMMIT and the evaluation plan for the trial, and
Chapter 4 focuses on the development of the intervention.

Chapter 5 describes the process of understanding communities and
mobilizing them to participate in tobacco control.

Chapters 6 through 13 cover individual channels of intervention used in
COMMIT. Chapter 6 focuses on public education in COMMIT and includes
information on media campaigns, communitywide campaigns, and contests
to help smokers quit. Chapter 7 describes public policy changes in COMMIT
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communities and how community Boards and task forces worked for such
changes. Chapter 8 describes how COMMIT sought to build the capacity of
communities’ cessation resources and services. Chapter 9 reviews the
tobacco control activities of health care providers. Chapter 10 specifies how
worksites were brought into intervention activities and encouraged to make
policy changes. Chapter 11 reviews attempts made to draw community
organizations into participating in intervention activities. Chapter 12
describes interventions conducted in schools, and Chapter 13 demonstrates
how youth can become involved in tobacco control outside the school.
Finally, Chapter 14 presents the overall lessons learned and the implications
for future community-based tobacco control initiatives.

COMMIT

The authors especially would like to call the readers’ attention to

INTERVENTION the numerous samples of COMMIT resource materials located

MATERIALS

throughout the monograph. These materials represent a mere

fraction of all intervention materials used and are presented to provide a
better understanding of the range of materials developed. Of note is the
variation of materials across the 11 geographically and ethnically diverse
communities. Although the COMMIT sites implemented a standard
protocol, the diversity of materials—from unique logos to culturally specific
materials—reflects the adaptation of the protocol by individual communities.
The community-specific aspect of the intervention materials also is an
important indicator of the true community ownership of the COMMIT

project.

Unfortunately, it was never the intention of NCI or the COMMIT
research team to produce sufficient quantities of these materials for general
distribution. We regret that we are unable to honor requests for COMMIT resource

materials.
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Chapter 2

Background for a Comprehensive Community-
Based Trial for Smoking Control

Norman Hymowitz, Michael D. Mueller, William R. Lynn, and
Beti Thompson

INTRODUCTION Americans suffer greatly from diseases that are not the inevitable
consequence of being born or growing old. Diseases that were rare in society
prior to the 20th century, such as coronary heart disease (CHD), lung cancer,
and chronic obstructive pulmonary disease (COPD), now have reached
epidemic proportions (U.S. Department of Health and Human Services,
1989). The dramatic increase in these chronic diseases reflects changes in
20th-century American culture and lifestyle, including changes in dietary
and exercise habits and the explosive increase in cigarette smoking during
the first half of this century. Former U.S. Surgeon General C. Everett Koop
considers cigarette smoking to be the single most important preventable
cause of premature death and disability in society today (U.S. Department
of Health and Human Services, 1988). It is sobering to note that this mass
phenomenon was unknown in America prior to this century.

By the time of the first Surgeon General’s Report in 1964, more than
50 percent of adult males and nearly 30 percent of adult females smoked
cigarettes. The prevalence among men ages 20 to 30 was 70 percent
(Warner, 1986). Since that landmark Surgeon General’s Report, considerable
progress has been made in the nonsmoking arena. By 1993, the prevalence
of smoking in the United States dropped to 27.7 percent for males and
22.2 percent for females. The relatively small drop in prevalence for females
has been attributed variously to the changing role of women in today’s
society and the marketing strategies of tobacco companies (Fiore et al., 1989).
Most Americans, smokers as well as nonsmokers, are aware of the harmful
effects of cigarettes (U.S. Department of Health and Human Services, 1989
and 1991); furthermore, most adult smokers say they would like to stop
smoking (U.S. Department of Health and Human Services, 1990).

The dangers of environmental tobacco smoke (ETS) are now well
established, and the U.S. Environmental Protection Agency has labeled
secondhand smoke as a Class A carcinogen (U.S. Department of Health
and Human Services, 1993a). Legislation and policies curtailing and even
banning smoking in public places have increased dramatically in recent
years (U.S. Department of Health and Human Services, 1993b).

Despite these positive signs, there remains much work ahead. Young
people continue to acquire the smoking habit at an alarming rate (Pierce et
al., 1989; U.S. Department of Health and Human Services, 1994); more than
46 million Americans continue to smoke (U.S. Department of Health and
Human Services, 1990); and progress in the antismoking field is uneven.
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African-Americans respond less well to antismoking campaigns than whites
(Centers for Disease Control, 1990); the poor and least educated continue

to smoke at a high rate (Pierce et al., 1989); and high smoking rates among
women have boosted lung cancer past breast cancer as the number one cause
of cancer death among American women (American Cancer Society, 1992).

INDIVIDUAL Research focusing on tobacco control began in the 1970’s. A quick
ORIENTATIONS review of the smoking control research literature indicates that

TO TOBACCO most research has focused on individual-oriented strategies
CONTROL (U.S. Department of Health and Human Services, 1991). Such
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interventions usually take place in clinics and involve labor-intensive
treatments, often administered by professional therapists. The objective of
such research is to identify interventions that produce high rates of smoking
cessation. Unfortunately, the effects are limited to the relatively few patients
or clients who can participate in such clinics. For example, multicomponent
group intervention programs (Pechacek, 1979) are among the most effective
clinical strategies available. They feature a synthesis of motivational,
educational, and behavioral approaches to smoking cessation and use
several behavioral strategies to help smokers acquire skills that will enable
them to stop smoking and remain abstinent (Pechacek, 1979). Although
multicomponent group intervention programs may yield impressive initial
and long-term quit rates (Pechacek, 1979), their effectiveness suffers from
the limited availability of skilled therapists, the limited numbers of smokers
who can be accommodated, the cost of the treatment, and often, the
reluctance of smokers to participate in intensive group or individual
programs. However, most smokers stop on their own without the aid

of a specific program, perhaps reflecting an environment that increasingly
favors nonsmokers.

In an attempt to broaden the reach of clinical interventions, strategies
have been “repackaged” for use in other settings. If the successful ingredients
of the multicomponent programs can be packaged into a self-help manual or
videotape that can be used by many smokers with minimal or no professional
supervision, the potential public health effect of the intervention can be
vastly expanded. During the past decade, research interest has shifted from
the search for more effective clinical treatments to an exploration of ways
to repackage existing treatments to enhance their public health impact
(Hymowitz, 1992; Lichtenstein and Glasgow, 1992; Cohen et al., 1989), and
the National Cancer Institute Smoking and Tobacco Control Program has
supported numerous studies in this area. This interest has led to research on
bibliotherapy and self-help manuals (Glasgow et al., 1981), computer-assisted
cessation technologies (Schneider and Benya, 1984), quit-smoking contests
and lotteries (Glasgow et al., 1985), hot lines (Ossip-Klein et al., 1991), and
imaginative use of print (Cummings et al., 1987) and electronic (Flay et al.,
1988) media.

Another relatively new emphasis is the focus on different channels for
reaching smokers and delivering interventions. Nontraditional settings,
such as worksites (Sorensen et al., 1990-91; Hymowitz et al., 1991; Glasgow
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and Terborg, 1988), hospitals (Hudzinski and Frohlich, 1990), physician
offices (Ockene, 1987; Cummings et al., 1989), religious organizations (Lasater
et al., 1986; Eng et al., 1985), and health clinics (Mayer et al., 1990) provide
opportunities to reach many smokers from all segments of society, many

of whom are missed by more traditional group-help or clinical approaches.
Moreover, these settings often provide excellent opportunities for long-term
intervention and followup, thereby increasing the likelihood of long-term
success.

PUBLIC HEALTH In the past 15 years, the perceptions of smoking behavior have

MODEL OF
TOBACCO
CONTROL

changed. Increasingly, it is seen as a public health problem as well

as an individual problem. The public health model is based on

the relationship among three factors: (1) the host or recipient of
a disease, (2) the agent or cause of the disease, and (3) the environment or
setting in which the disease occurs. Smoking fits this model. The agent of
the disease is tobacco, the recipient is the smoker, and the environment
includes all those cues and constraints within an individual’s world that
promote or inhibit the use of tobacco. Tobacco control efforts can be built
around this model. Instead of intervening between the agent and the host,
activities can be directed toward the environment that promotes the agent
of the disease. For example,
the tobacco companies
spend more than $4 billion
annually to promote their
products and increase the
companies’ legitimacy
(Warner, 1986), despite
the fact that cigarette
smoking claims the lives
of more than 400,000
Americans each year
(U.S. Department of
Health and Human Services,
1989). Policies that prohibit
tobacco promotion and
advertising, or keep it to
a minimum, can have a
large effect on smoking
onset among youngsters.
Similarly, as demonstrated
in California, taxation
of tobacco can fund
counterpromotion activities
(U.S. Department of Health
and Human Services, 1989).

Partners in a Smoke-Free Community

Societal norms—shared
rules and expectations for L A e et e A
behavior—produce a e St . P Sy S Tt S e e PP P
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complex system of formal and informal guidelines for the appropriateness

of behaviors (Robertson, 1977). The most effective strategies for tobacco
control are those that strike at the heart of the social mores and norms that
support the smoking epidemic. However, norms vary by time, social network,
and locality; thus, to produce large-scale changes in smoking behavior,
intervention must target large social entities. To this end, health promotion
researchers now are focusing on the community as the target of intervention.

Community-based interventions have both advantages and disadvantages
over traditional individual-based interventions. As many researchers have
observed, smoking is promoted through the social and physical environment
of the community; thus, it is embedded in the smoker’s way of life. Large-
scale efforts to change this environment have the potential to affect many
smokers at a lower cost per person. Some disadvantages of community-based
programs, from a research perspective, are the broad secular trends in smoking
behavior that are intertwined with program effect, the quasi-experimental
and often complicated designs of studies that make it difficult to sort out
cause-and-effect relationships, and the lack of long-term followup (Farquhar
et al., 1984).

For these reasons, the mounting national and international experience
in community control of smoking over the past 20 years has not produced
conclusive evidence that these programs bring about either broad or long-
term change in smoking behavior in target populations. However, the
evidence is sometimes compelling and offers much value to designers of other
large-scale studies. A brief review of this literature provides a good backdrop
to the Community Intervention Trial for Smoking Cessation (COMMIT).

PAST COMMUNITY- Experience with community intervention for health promotion
BASED STUDIES OF derives largely from a host of multifactor studies of heart
TOBACCO CONTROL  disease prevention (Hymowitz, 1987). Several excellent

18

reviews of the community intervention literature are available (Hymowitz,
1987; Thompson and Pertschuk, 1992; U.S. Department of Health and
Human Services, 1991 and 1987). A few of these are described below.

The Stanford Three Community Study was the first major community
intervention trial. It began in 1972, with three communities randomized to
mass media, mass media plus intensive face-to-face intervention, or control.
Only the community with mass media and intensive face-to-face intervention
showed a substantial decrease in the mean number of cigarettes smoked per
day, with the high-risk group identified for the individual interactions
showing a large and meaningful decrease (-42.3 percent) (Farquhar et al.,
1977). However, the control city showed a decrease of 17 percent for a net
reduction of -25 percent (Farquhar et al., 1977).

The North Karelia Project in Finland was also an initial major community
intervention trial; it focused on the control of cardiovascular disease (CVD) in
one county, with another county selected for control. This demonstration
project, initiated in 1972, was a response to a request of the North Karelians
for assistance in dealing with the high rate of CVD in their population.
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Smoking was one component of the intervention (Puska et al., 1976). By
1982, 36 percent of North Karelian men ages 30 to 59 were current smokers
compared with 42 percent in the reference community, a statistically
significant difference (Puska et al., 1983 and 1989). The interpretation of
the trial is difficult given that the community requested the intervention
and that national legislative changes also may have contributed to the
change in prevalence.

The Stanford Three Community Study described above was followed by
three similar studies funded by the National Heart, Lung, and Blood Institute.
These studies, the Stanford Five-City Project, the Minnesota Heart Health
Program, and the Pawtucket Heart Health Program, further investigated the
possibility of changing behavior at the community level. Final results of the
Stanford Five-City Project, conducted in two treatment communities, showed
a statistically significant 13-percent decrease in smoking in a cohort sample
but no significant differences in a cross-sectional sample (Fortmann et al.,
1993). The Minnesota project used three pairs of communities, and within
each pair, one community was nonrandomly assigned to intervention and
one to control. Both cohort and cross-sectional surveys showed no difference
in smoking for males; however, the cross-sectional survey indicated a decline
in smoking for females (Luepker et al., 1994). The Minnesota project also
implemented interventions in schools and found that, in the intervention
communities, 14.6 percent of students were smokers at graduation, compared
with 24.1 percent in the comparison communities (Perry et al., 1992).
Potential weaknesses of this study include the diversity among the
communities, the lack of randomization, and evidence of a strong secular
trend for smoking cessation that may have made it difficult to see any
intervention effects. The Pawtucket project initially focused on social
networks, such as worksites, schools, religious organizations, and other
organizations, to spread an antismoking intervention but later added
social marketing and communitywide activities. A “Quit and Win” contest
showed good participation and good long-term results (Elder et al., 1986).
Overall results from the Pawtucket project showed downward, symmetrical,
and secular trends in smoking prevalence (Carleton et al., 1995).

The Australian North Coast Healthy Lifestyle Programme: Quit for
Life used a social marketing approach to community intervention (Egger et
al., 1983). Professional media and advertising techniques were used to
prepare messages. The media included organizations from television, radio,
and print, and stickers, posters, T-shirts, balloons, and self-help quit kits
were among other advertising techniques used. In addition to the media
campaign, a variety of community antismoking programs were offered in
the community receiving media plus community programs. These programs
included a 5-day plan, commercial quit-smoking groups, a quit club, a quit
1-day workshop, a quit 5-day clinic, hypnotherapy, and doctor’s Kkits.
The results of prevalence surveys taken at baseline and during years 2 and
3 suggest that the Australian North Coast Healthy Lifestyle Programme:
Quit for Life was effective in reducing the prevalence of smoking in the
experimental communities compared with the reference community
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(Egger et al., 1983). The biggest change in the prevalence of smoking
occurred in Lismore, the mass media and specific intervention community.
Of the specific quit-smoking programs offered, the most popular were those
that did not require face-to-face contact (kits, informational brochures,
factsheets, and so forth) (Egger et al., 1983). Among smokers who reported
quitting, most reported that they quit smoking on their own, a finding that
emphasizes the importance of creating a social milieu that encourages and
supports self-initiated quit-smoking attempts.

The National Research Program in Switzerland also focused on CVD
prevention. This project involved two pairs of communities, with one
community per pair randomized to intervention. The observed decrease
in smoking prevalence was statistically significant. It also was found that
light and moderate smokers were more likely to quit than heavy smokers
(Gutzwiller et al., 1985). The major weakness of this study was low response
rates to the outcome surveys.

Another Australian study, the Sydney Quit for Life Anti-Smoking
Campaign, used mass media to reduce smoking prevalence in two Australian
cities, Sydney and Melbourne. The remainder of Australia was used as a
control area. The intervention was phased into the two cities, first in Sydney
and a year later in Melbourne. The combined effect of the program was
statistically significant in both intervention cities (Dwyer et al., 1986).
Long-term effects of the trial were most dramatic for men in Sydney, where
smoking prevalence dropped 2.5 percent in the first 6 months of the
intervention and continued at a decline of 1.12 percent per year; similar
trends were seen in Melbourne. However, after an initial decline, women did
not continue to decrease their smoking prevalence rates (Pierce et al., 1989).

Several other important community or large-scale intervention studies
have revealed positive effects on prevalence of cigarette smoking. Among
them are the Community Hypertension, Atherosclerosis, and Diabetes
(CHAD) program in Israel
(Gofin et al., 1981 and 1986),
the Cardiovascular Disease
Prevention Program in an
Austrian community (Rhomberg,
1991), and the Coronary Risk
Factor Study in South Africa
(Steenkamp et al., 1991). In
addition, several community
studies are under way in
Germany, Ireland, Sweden,
and the Netherlands that also
target general risk factors related
to health, including smoking.
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LESSONS
FROM
PREVIOUS
STUDIES

The review of studies suggests several lessons on smoking.

e The recognition that behavior occurs within a social environment

has implications for each level of the social environment. Although
communities can be extremely influential in shaping that environ-
ment, communities exist within broader systems, including Federal
and State systems, both of which are likely to have a great impact on
smoking behavior. For example, the annual Surgeon General reports
alert health care professionals about new findings in tobacco use and
control. The Federal Government imposes regulations on the sale of
tobacco; it also collects taxes on tobacco. Every State government in
the United States has placed restrictions on youth access to tobacco.
Most recently, one State, California, has experimented with dedicating
State taxes on tobacco products to antismoking media campaigns. This
“top down” support of the greater entities within which communities
operate can be a powerful contributor to community change, as
suggested by North Karelia legislative changes that came during the
intervention period. The recent Canadian and California experiences
with increased taxes and the subsequent greater decrease in smoking
prevalence compared with the United States overall also emphasize
the importance of support from the larger systems.

It is important to recognize that cigarette smoking and associated
adverse health consequences are community problems that require
community solutions. Individual and clinical interventions have
an important place in the antismoking arena, but true success will
not be obtained until communities and their concerned citizens let
it be known that “enough is enough.” Communities should take a
stand to protect their youth from lung cancer, CHD, COPD, and the
many other ill effects of smoking. Also, it is up to communities to
implement rules and regulations that protect their citizens from the
affliction of ETS. Communities can help create a social climate in
which cigarette smoking is viewed as an unacceptable behavior.

It is noteworthy that in both the North Karelia and the Australian
studies intervention effects continued to be observed throughout

the 10 years of the study. This finding documents the importance

of long-term commitment. Community intervention studies are
unique public health endeavors, and often, a considerable amount

of time is needed to organize the community, mobilize diverse
intervention channels, and introduce comprehensive social marketing
and behavioral programs that not only lead to the prevention of
smoking onset and the modification of existing smoking behavior

but also contribute to changes in social norms and mores.

An advantage of community interventions is that the effect of specific
interventions is enhanced by their presentation within the context

of an “enriched” milieu. Hence, coordination of several different
interventions in communities may enhance the effectiveness of all.
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Chapter 3

Community Intervention Trial for Smoking

Cessation: Description and Evaluation Plan

William R. Lynn and Beti Thompson

INTRODUCTION The Community Intervention Trial for Smoking Cessation
(COMMIT) was a large-scale undertaking that incorporated virtually
all key features of past community trials. It was the largest National
Cancer Institute (NCI) effort to test methods to help people stop smoking.
COMMIT used many methods and strategies developed in smaller NCI-
funded trials conducted in the early 1980’s (U.S. Department of Health
and Human Services, 1990) and incorporated many of these methods
into a community-based approach, which involved community groups,
institutions, and organizations in confronting the smoking problem
in their community.

COMMIT focused on heavy smokers (those smoking more than
25 cigarettes per day). At the time of trial development, heavy smokers
represented about one-third of all adult smokers. Heavy smokers account
for nearly half the lung and other smoking-related cancers, and the risk
of disease and death from heart and lung diseases dramatically increases
as the number of cigarettes smoked per day increases (U.S. Department
of Health and Human Services, 1982 and 1989).

Heavy smokers appear to face special problems in quitting. Several
large prospective studies have indicated that spontaneous quit rates are
lower among heavy smokers than among light-to-moderate smokers.

Data from the Multiple Risk Factor Intervention Trial (MRFIT) special
intervention group indicate that even when fairly intensive smoking
cessation interventions are offered on a continuous basis for up to 6 years,
heavy smokers have more difficulty quitting and maintaining abstinence
(Hughes et al., 1981). Similarly, some community-based studies (Gutzwiller
et al., 1985; Steenkamp et al., 1991) suggest that light and moderate smokers
have less difficulty quitting than heavy smokers. Thus, it was appropriate

to target this group of hard-to-reach smokers who account for much of the
excess morbidity and mortality related to smoking.

TRIAL COMMUNITIES In response to a request for proposals from NCI, several
investigators competed for participation in a community-based trial aimed
at reducing smoking rates in heavy smokers. Major criteria for being selected
for participation were the ability to recruit two similar communities that
agreed to be randomized to receive either active intervention or control
surveillance and having experience in smoking control and community
studies. For purposes of the study, a community was broadly defined and
could include a well-defined portion of a major metropolitan area or two
small cities in the same geographic region. Communities within matched
pairs were required to have some boundary separation to maintain
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independence of intervention activities and to prevent contamination.
Within each pair, communities were matched for general sociodemographic
factors, including population size, age distribution, demographic profile
(ethnicity, proportion female, age distribution, educational distribution,
and mean family income level), mobility and migration patterns, extent of
urbanization, estimated smoking prevalence rates, and access to a variety

of intervention channels.

Criteria for selecting the pair of communities varied by research
institution; however, they were required to fall within certain size parameters.
The communities were later examined for characteristics thought to be related
either to cigarette smoking behavior or access to channels that had been
defined for intervention. Some of the latter characteristics included whether
community residents received their health care within the community,
whether they worked within the community, the availability of media
resources, and baseline smoking prevalence. The research institutions
and their associated community pairs are identified in Table 1.

Table 1
List of the 22 COMMIT communities

Contracting Organization

Community Sites

Waterloo Research Institute
Waterloo, Ontario, Canada

Kaiser Foundation Research Institute
Oakland, CA

Roswell Park Memorial Institute
Buffalo, NY

Research Triangle Institute

Research Triangle, NC

Fred Hutchinson Cancer Research Center
Seattle, WA

University of Medicine and Dentistry of New Jersey
Newark, NJ

Oregon Research Institute

Eugene, OR

University of Massachusetts Medical School
Worcester, MA

The Lovelace Institutes

Albuquerque, NM

University of lowa

lowa City, IA

American Health Foundation

New York, NY

Brantford?®
Peterborough
Vallejo?

Hayward

Utica®
Binghamton/Johnson City
Raleigh?
Greensboro
Bellingham?®
Longview/Kelso
Paterson®
Trenton
Medford/Ashland?®
Albany/Corvallis

Fitchburg/Leominster®
Lowell

Santa Fe®

Las Cruces

Cedar Rapids/Marion?
Davenport

Yonkers?
New Rochelle

& Community randomized to receive intervention.
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The community populations ranged from 49,421 to 251,208 with
comparable statistical means for the pooled intervention and comparison
communities. Overall, the intervention and comparison communities were
well matched with regard to general sociodemographic variables (see Table 2).
A cluster analysis was performed using census data for eight demographic
variables on which the pairs could demonstrate agreement: racial
distribution, Hispanic ethnicity, gender by age, gender by marital status,
general occupational category, educational attainment, family income,
and years resident in the current household. This analysis verified the
comparability of the households in the community pairs.

Table 2
Sociodemographic characteristics of community pairs

High
Ages School Low
White Female 25-64 Graduate Income

Community/Area Population (%) (%) (%) (%) (%)
Vallejo, CA 120,060 52.1 50.2 51.1 80.7 17.1
Hayward, CA 141,893 63.5 50.8 53.9 75.3 16.3
Cedar Rapids/Marion, I1A 144,243 96.3 51.7 52.1 85.0 20.6
Davenport, 1A 125,593 91.0 52.1 50.5 81.5 24.9
Fitchburg/Leominster, MA 79,339 91.3 51.8 49.8 72.0 24.2
Lowell, MA 103,439 81.2 51.4 475 65.8 27.9
Paterson, NJ 141,431 41.3 52.1 49.3 54.9 28.2
Trenton, NJ 91,688 42.0 51.3 49.9 58.2 29.7
Santa Fe, NM 68,092 81.3 52.3 55.7 83.4 22.0
Las Cruces, NM 69,015 88.8 51.0 48.2 78.4 34.3
Yonkers, NY 61,698 68.3 53.6 53.0 72.9 225
New Rochelle, NY 49,421 70.9 53.5 52.7 72.5 21.3
Utica, NY 76,967 87.8 53.1 46.8 68.8 37.1
Binghamton/Johnson City, NY 73,632 93.2 53.1 47.8 74.2 35.8
Raleigh, NC 232,652 70.8 51.5 54.8 86.5 18.9
Greensboro, NC 251,208 711 52.7 53.4 79.0 21.0
Medford/Ashland, OR 66,832 94.7 52.4 49.1 83.4 29.8
Albany/Corvallis, OR 77,323 92.2 50.4 45.6 87.5 314
Bellingham, WA 76,908 92.9 51.3 48.4 85.4 24.9
Longview/Kelso, WA 62,433 95.0 50.9 50.3 77.5 28.2
Brantford, Ontario, Canada 88,525 a 51.5 50.7 56.3 14.9
Peterborough, Ontario, Canada 91,075 a 52.2 49.7 63.4 15.0
Mean for Intervention Sites 105,159 74.6 51.8 51.4 76.2 22.7
Mean for Comparison Sites 103,338 76.6 51.8 50.6 74.5 24.6

2 Data not available.
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TRIAL TIMELINE The COMMIT trial was initiated in September 1986 and was

OVERALL

implemented in three phases. Phase I (October 1986 through October
1988) focused on the development of a standard intervention protocol,

an evaluation plan, and the baseline assessment, randomization, and
mobilization of communities. During Phase II (October 1988 through
December 1992) the intervention was implemented in the 11 intervention
communities. During Phase III (January 1993 through March 1995) final
surveys were conducted, and data from the trial continue to be analyzed.

The study’s evaluation plan measures changes in community smoking

EVALUATION patterns and allows for testing the assumptions that have guided the

PLAN

OUTCOME

development of the intervention strategies. Evaluation strategies are
organized into four components: (1) outcome evaluation, which measures
changes in smoking behavior; (2) impact evaluation, which measures
changes in factors thought to be important in facilitating communitywide
smoking behavior changes (including social norms about smoking, tobacco
intervention activities by health care providers, and media coverage of
tobacco issues); (3) process evaluation, which documents the extent of
intervention implementation; and (4) economic evaluation, which estimates
the costs of the COMMIT interventions.

The primary hypothesis to be tested in the trial was that the

EVALUATION implementation of a defined intervention protocol, delivered through

multiple community groups and organizations and using limited external
resources, would result in a quit rate in heavy smokers that was at least

10 percentage points greater (e.g., 25 versus 15 percent) than that observed
in the comparison communities. Outcome evaluation was designed to
measure the effect of the COMMIT intervention on (1) smoking cessation
rates among cohorts of heavy smokers, (2) smoking cessation rates among
cohorts of light-to-moderate smokers, (3) the prevalence of overall smoking
among adults, and (4) smoking onset among adolescents. The primary
outcome measure was the smoking cessation rate of a representative cohort
of heavy smokers; a secondary outcome measure was the smoking cessation
rate of a representative cohort of light-to-moderate smokers.

Endpoint and To identify residents to be tracked as cohort members and to
Evaluation Cohorts provide baseline prevalence estimates, a telephone survey was

30

performed at baseline (January 1988) prior to randomization of communities.
The baseline telephone survey provided information on smoking prevalence
and recent quit rates for adults between ages 25 and 64 in the paired
communities. The overall estimated prevalence of cigarette smoking

was about 28 percent, which was comparable with national estimates of

30 percent, as reported in the 1984 National Health Interview Survey (Kovar
and Poe, 1985). The specific estimates for the 22 communities (shown

in Table 3) demonstrate that the community pairs were well matched not
only on demographic characteristics but also on smoking prevalence and
recent cessation behavior.



Chapter 3

Table 3
Estimated smoking prevalence (by percent) and quit rates (by percent)
in the COMMIT communities

Quit Rate

Smoking Rate for Rate for Rate for

Prevalence 2.5 Years, 2.5 Years, 5 Years,

Community/Area 1988 1983-85 1986-88 1983-88
Vallejo, CA 26.06 11.8 18.4 28.0
Hayward, CA 24.90 10.6 18.9 275
Cedar Rapids/Marion, 1A 22.35 14.0 18.8 30.1
Davenport, 1A 26.22 14.2 16.3 28.2
Fitchburg/Leominster, MA 26.27 12.2 17.5 27.6
Lowell, MA 29.08 11.1 16.9 26.1
Paterson, NJ 26.49 7.0 14.5 20.5
Trenton, NJ 28.76 9.9 13.3 21.9
Santa Fe, NM 21.96 16.0 225 349
Las Cruces, NM 19.54 13.6 21.0 31.7
Yonkers, NY 24.76 11.8 18.4 28.0
New Rochelle, NY 24.87 14.0 16.9 28.5
Utica, NY 26.49 11.9 16.9 26.8
Binghamton/Johnson City, NY  25.54 114 17.0 26.5
Raleigh, NC 22.84 12.4 19.7 29.6
Greensboro, NC 25.67 11.8 16.9 26.6
Medford/Ashland, OR 21.05 13.5 20.1 30.9
Albany/Corvallis, OR 18.29 13.2 19.2 29.8
Bellingham, WA 20.10 13.1 22.6 32.8
Longview/Kelso, WA 25.53 12.7 18.3 28.7
Brantford, Ontario, Canada 32.02 11.2 13.2 22.9
Peterborough, Ontario, Canada 28.06 10.3 17.0 25.6
Mean for Intervention Sites 24.45 12.3 18.4 28.4
Mean for Comparison Sites 25.44 12.1 17.4 27.4

Source: COMMIT Research Group, 1991.

The baseline telephone survey was conducted centrally using a modified
random-digit-dialing technique with community-specific geographic
screening to identify households within the target areas. Questions about
gender, age, name, and smoking status of each adult household member
(age 18 or older) were asked of an eligible proxy. This roster was used to
identify potential members of the cohorts and to provide the basis for
community smoking prevalence and quit-rate estimates. The response
rate for this survey was 88.1 percent, with an average of 6,000 households
listed in each of the 22 communities.
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From this roster, current smokers and recent quitters were interviewed
to determine the quantity and duration of cigarette smoking, quit attempts,
desire to quit, and demographic and socioeconomic characteristics and
to obtain tracking information. Groups of about 500 heavy smokers and
500 light-to-moderate smokers between ages 25 and 64 were identified in
each community. (A smoker was defined as one who has smoked at least
100 cigarettes and who smokes currently; a heavy smoker was defined as
one who smokes 25 or more cigarettes per day.) The response rate for
this extended interview was 86.4 percent. The group of approximately
500 heavy and 500 light-to-moderate smokers was then subdivided into
an endpoint cohort and evaluation cohort.

A randomly chosen 80-percent sample was drawn from each heavy
and light-to-moderate smoker group to form the endpoint cohorts. Cohort
members were not explicitly notified of their status; however, respondents
were informed that annual contacts would occur. The endpoint cohorts were
contacted briefly by telephone each year to determine smoking status and
to update tracking information. To minimize reactivity, these cohorts were
resurveyed indepth only at the end of the study. Figure 1 gives information
on cohort size and smoking habits and shows the timing of cohort surveys.
Attrition within cohorts was anticipated; the initial cohort sample sizes were
selected so that sufficient statistical power would exist for the cohorts at the
end of the trial.

The remaining 20 percent (approximately 100 individuals) of each heavy
and light-to-moderate smoker group, along with approximately 100 recent
quitters (who had quit within the previous 5 years) were identified to be part
of the evaluation cohort. In 1989, an additional 100 nonsmokers (who never
smoked or had quit more than 5 years earlier) per community were added to
this cohort. At the beginning of the intervention (1989), members of this
cohort were asked questions to assess three elements related to intermediate
trial goals: the population impact of COMMIT on intervention program
awareness, receptivity, and participation; recognition that smoking is a
public health problem; and change in the social acceptability of smoking
(see Figure 1). Questions also were asked at the midpoint (1991) and the
end (1993) of the intervention. Members of the evaluation cohort also
were contacted in 1990 and 1992 to update smoking status and tracking
information.

The primary analysis compared quit rates among cohorts of heavy
smokers in the pooled intervention and comparison communities. Other
analyses compared quit rates among cohorts of light-to-moderate smokers,
changes in prevalence of smoking, and changes in norms and attitudes
about smoking. To ensure that the cohorts remained as representative as
possible of their communities, no intervention activities were directed at
individual cohort members; trial investigators and local program staff
members had no knowledge of which smokers had been selected for the
COMMIT cohorts. Population-based surveys were conducted centrally by
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Figure 1
Surveys to assess smoking status (endpoint) and surveys to assess communitywide
changes (evaluation)
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Key: H = heavy; L/M = light-to-moderate; Ex = ex-smoker; Never = never-smoker.
Source: COMMIT Research Group, 1991.

independent contractors. All surveys were identified as being sponsored
by the U.S. Public Health Service and were not linked to local COMMIT
activities.

Definition of At the end of the trial, smoking status among individuals in the

Trial Endpoints heavy smoker cohort was determined and compared for the
intervention and comparison communities. A “quitter” was defined as a
smoker who did not smoke for at least 6 months prior to the final followup
survey in 1993. The quit rates were selected as the primary endpoint and—
because an estimated 6,000 households in each community would have to
be contacted to identify the heavy smokers—community members’ change
in smoking prevalence served as a secondary endpoint. The two endpoints
provided different but complementary information. The cohorts gave
information on individuals followed over time, but the data might have
been complicated by loss to followup and reactivity. The community was
the unit of analysis, and the community quit rates and prevalence of
smoking were also valid indicators of community change.
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Matching

Because the community was the unit of analysis, the power calculations
for the cohort endpoint depend mainly on the number of communities and
the estimates of variance in quit rates between communities. The power was
less sensitive to the number of individuals in the cohort in each community.
Using an estimate of the intercommunity variance based on data from the
MRFIT and assuming that matching was completely ineffective, a cohort of
250 heavy smokers in each community yields a power of about 90 percent
for detecting a 10-percent difference in the quit rate among heavy smokers,
using a one-sided test, with the probability of a Type I error set at .05. The
power to detect a difference of 10 percent among all smokers is also about
90 percent (Gail et al., 1992).

COMMIT was a randomized study employing a matched-pairs design.

Communities Matching was not necessary for evaluation plan efficiency; however,

because the study consisted of matched pairs of communities, efficiency was
increased (Freedman et al., 1990). Pairs of communities were selected on
the basis of their geographical proximity and were later matched on variables
strongly expected to relate to the outcome variable—the smoking quit rate.
The matching variables ideally would be related to the smoking quit rates,
but quantitative data on the gain in efficiency from the matching were not
available. Therefore, before randomization, the baseline survey of each
community was conducted to determine the prevalence of smoking and,

of great relevance, the smoking quit rate over the previous 5 years. When
this sequence (initial matching, acquisition of baseline information,
randomization) was utilized, it was possible, even before the study began,

to estimate the gains in efficiency from the matching. With the use of the
baseline quit rates as surrogates for the quit rates to be observed over the

5 years of the study, an efficiency gain resulting from matching is predicted.
The power for the cohort analyses may be as high as 98 percent, if the
matching is as effective as findings indicate (Freedman et al., 1990).

IMPACT EVALUATION Impact evaluation was conducted by special population

surveys to monitor whether changes in the channels of intervention that
were hypothesized to reach the smokers were occurring. These included
surveys of physicians and dentists, physicians’ and dentists’ office staffs,
worksites, schools, cessation resources and services providers, and religious
organizations. Hypotheses also were suggested that youth would be affected
by a community trial; thus, youth also were surveyed. Each population

is briefly described below; for more detail, see Mattson and colleagues
(1990-91).

Physicians and  Surveys of physicians and dentists within the communities were

Dentists
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conducted to assess the impact of interventions on patients’
counseling. Questionnaire items corresponded to the practice behaviors
that were included in the intervention protocol. Information also was
collected on office environments (smoke-free or not) and opportunities
for training in smoking cessation counseling.
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Physicians’ and  Surveys of physicians’ and dentists’ office staff were conducted to

Dentists’ Office  determine office environments, availability of smoking cessation

Staffs assistance for patients, signage regarding nonsmoking, and presence
of chart reminder systems for smoking patients.

Worksites Worksite surveys focused on the presence of restrictive smoking policies,
the presence or absence of employer motivational or incentive programs, and
the availability of worksite smoking cessation programs.

Schools Surveys in schools focused on restrictive smoking policies, including
identification of groups to whom restrictions applied (e.g., students, staff).

Cessation Resources This survey assessed the number of cessation resources and
and Services Providers services available in the communities and the extent to
which such services were used.

Religious This group was surveyed for the presence of restrictive smoking
Organizations policies as well as the availability of smoking cessation resources.

Youth The COMMIT intervention targeted adult heavy smokers, but it was
likely that a communitywide campaign against smoking would also affect
the smoking behavior of adolescents. For this reason, the COMMIT
evaluation included assessments of the smoking habits and attitudes
of representative samples of ninth-grade students in intervention and
comparison communities in 1990 and 1993. A random sample of
approximately 18 ninth-grade classrooms per community, involving
approximately 450 students, was surveyed in 1990 and again in 1993.
The sample size of the youth survey was designed to permit detection
of a 5-percent net change (e.g., from 10 to 15 percent) in surveyed adolescent
smoking prevalence between intervention and comparison matched
communities.

PROCESS Another level of evaluation revolved around the activities that were

EVALUATION developed to meet the impact objectives. The activities had process
objectives attached to them that were designed to achieve the impact goals.
Process objectives specified what was considered to be the minimal amount
of intervention change required to contribute to the achievement of the
overall trial goal. Information was collected on the implementation of each
protocol activity, including when events were held, number of attendees,
materials distributed, and miscellaneous information. This information
was collected through a computerized tracking system developed for this
project (Corbett et al., 1990-91).

The COMMIT Program Records System (PRS) was a computerized
relational database that had two major purposes: (1) data collection of
activities and participation by local groups and individuals and regular
updating of the denominators for the various process objectives; and
(2) provision of an efficient system to capture, retrieve, display, and report
information both locally and trialwide. Centralized quality control
procedures were followed.
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The data collection process was based on standard forms completed
by field staff members as specific activities were initiated, planned, and
implemented. The data from the forms were then entered into the system,
using preexisting screens and prompts. During the initial stages of the
local operations, field staff members also entered the names, addresses,
and other contact information for the various groups that were the targets
for intervention (e.g., physicians and dentists, hospitals and clinics,
worksites, schools, cessation resources and services providers, and religious
organizations). These files were named the “affiliate” files and were used
to produce sampling frames for surveys and mailing labels and to provide
the denominators, updated annually, for each of the targeted groups. The
system also allowed recording of data related to other trial objectives, such
as monitoring of media (newspapers, billboards, and some electronic media)
and optional activities conducted by the community.

The system produced, on request, a status report for process objective
attainment. Summary scores of process objectives attained were calculated
by community, intervention channel, and the overall trial.

Another part of process evaluation was the development of a method to
collect regular qualitative data on trial activities, which was done through a
quarterly report that described various interactions with the community
volunteers working on the trial, monitored legislative events, kept track of
changes in the community context, and documented case studies within the
communities (Corbett et al., 1990-91).

ECONOMIC The final level of evaluation for the trial was an economic analysis
EVALUATION to estimate the costs of the trial. The primary outcome of this

SUMMARY
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analysis would be the estimated marginal societal costs of increased smoking
cessation (Mattson et al., 1990-91). The analysis also would examine

the resources provided by the funding agency and estimate the extent to
which those agency resources generated additional community resources

for smoking cessation.

The COMMIT evaluation was as ambitious as the trial. Trial investigators
developed a multilevel approach to the project evaluation. Each level down
from the outcome evaluation in the cohort of heavy smokers provided a
richer and more indepth understanding of what happened in the trial. In
a symposium held more than a decade ago, researchers acknowledged that
community interventions presented unique problems for assessment of
results because the interventions were designed to reach further than the
individuals being evaluated (Hulley, 1978; Syme, 1978). Using the multilevel
evaluation plan described here will allow researchers to ascertain the “dose”
of intervention delivered to each community, the association between
the dose and the intermediary agents that were expected to change their
activities and behavior to encourage smokers to quit (e.g., policies advocated
by physicians and dentists, worksite policies), the receipt of the interventions
by individuals (change in attitudes and community norms around smoking),
and the change in behavior (smoking cessation).
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Chapter 4

Community Intervention Trial for Smoking

Cessation: Development of the Intervention

William R. Lynn, Beti Thompson, and Terry F. Pechacek

INTRODUCTION The Community Intervention Trial for Smoking Cessation
(COMMIT) intervention protocol was developed by collaborating trial
investigators during a 24-month planning phase. To select the specific
intervention methods included in the COMMIT protocol, the investigators
used a wide variety of data from controlled and demonstration trials of
smoking control strategies as well as advice from public health experts and
their own experience in large-scale behavior change efforts. The protocol
took into account several theoretical perspectives on health behavior change,
including social learning theories (Bandura, 1977 and 1986; Abrams et al.,
1986; Elder et al., 1986), persuasion models for communication and social
influences (Bandura, 1977; Flay et al., 1983; McAlister et al., 1982; Rogers,
1973), the health belief model (Green et al., 1980; Rosenstock, 1974), action
research models for community organization and innovation diffusion
(Rothman, 1979; Grusky and Miller, 1981; Gusfield, 1962; Rogers and
Shoemaker, 1971), and others.

In evaluating smoking control literature, it was obvious that the vast
majority of the published literature had focused on individual-oriented
strategies as discussed in Chapter 2 of this monograph. Although these
interventions were viewed as efficacious in many settings, especially clinical
settings, most COMMIT investigator team members saw them as inefficient
and inconsistent with the overall intervention philosophy of this trial,
which is intended to achieve large-scale change within the community.

In addition, enhancement of traditional cessation services (i.e., quit-smoking
programs and self-help materials) was deemed as supportive of the overall
goals of the trial but insufficient to achieve the breadth of change desired.
The consensus of the investigators was that other primary intervention
strategies were needed to reach large portions of the smokers in the
community; furthermore, such strategies needed a high potential of
increasing both the frequency and success rate of self-initiated quit-

smoking attempts.

The investigators were guided in the development of the COMMIT
protocol by the fundamental assumption that a community approach to
smoking control must focus on the social and environmental factors that
influence smokers’ contemplation of quitting, efforts to initiate quitting
behaviors, and ability to maintain abstinence on a permanent basis (Farquhar,
1978; Farquhar et al., 1981; Blackburn and Pechacek, 1986; Thompson and
Kinne, 1990). It also was expected that communitywide intervention
strategies would be more effective because they would provide a sustained
intervention effect on a large segment of the smoking population, as opposed
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Nevertheless, it also was recognized that few tried-and-tested
interventions existed that were not individual oriented. A few community
studies, such as the North Karelia Project (Puska et al., 1983), the Australian
North Coast Healthy Lifestyle Programme: Quit for Life (Egger et al., 1983),
and others discussed in Chapter 2, targeted smoking cessation as one of their
endpoints. The projects used several strategies, including mass media and
skills training, which were examined in the development of the COMMIT
interventions. However, the COMMIT interventions were developed
primarily from existing programs within the Smoking and Tobacco Control
Program of the National Cancer Institute (NCI). The trial investigators
selected the best individual or small-group interventions that existed and
grouped them together in an intervention package that was expected to
reach all facets of the community. Channels of intervention that were
thought to be key for reaching heavy smokers were identified and provided
an organizing structure for specific activities. The interventions were
designed to be delivered through a community-organization approach
so that they would become an integral part of the everyday lives of the
community’s smokers.

INTERVENTION The evaluation of COMMIT specified one primary outcome goal—

GOALS AND an increased cessation rate by heavy smokers in the intervention

OBJECTIVES communities. However, for that goal to be reached, several other
community changes had to occur. Using a public health perspective and a
community focus of intervention, the investigators defined four general
intervention goals to guide the COMMIT effort:

1. Increase the priority of smoking as a public health issue. As previously
discussed, most intervention efforts have focused on smoking as
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an individual’s problem behavior, resulting in primarily clinically
oriented cessation methods rather than interventions that involved
the broad social and environmental networks in which a smoker

lives and smokes. The COMMIT intervention defined smoking

as a community problem that requires public health action by the
community at large. Although the COMMIT intervention was focused
primarily on adult smoking cessation, smoking prevention also must
be addressed; hence, activities focusing on youth and prevention

were incorporated into many trial interventions.

. Increase the community capacity to modify smoking behavior. When

smoking has been viewed as an individual problem, community
resources to assist smokers have tended to be relatively sparse. In
conjunction with efforts to meet the first goal, it is acknowledged
that individual smokers who seek assistance need to have an adequate
system of resources and services available. These resources and
services need to be fully integrated into community institutions
and groups so that the logistical barriers to their use can be reduced
and delivery of these services by the community can increase the
overall capacity to address the smoking problem. The investigators
recognized that traditional clinical programs are used by a small
minority of smokers and that the community resources and services
promoted by COMMIT need to include any and all methods that
may interest smokers. Furthermore, mechanisms must be in place
to remind smokers of the available opportunities to seek help with

cessation.

. Increase within a

community the influence
of existing policy and
economic factors that
discourage smoking. Local
and State laws and
ordinances controlling
smoking in public places
and limiting tobacco
sales have become
common in the United
States and Canada (U.S.
Department of Health
and Human Services,
1993). It is clear that
such policies and
economic factors can
be an important part of
the social environment
of smokers and their
decisions to attempt
cessation. Factors that
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can influence smoking rates include cigarette taxes; constraints on
advertising and promotion of tobacco products; policies related

to the sale and distribution of cigarettes, especially to minors; and
restrictions on smoking in public places, worksites, organizations,

and other settings where smokers tend to congregate.

4. Increase social norms and values supporting nonsmoking. The social
acceptability of smoking is steadily declining in the United States
and Canada (U.S. Department of Health and Human Services, 1989).
Although a social norm supporting nonsmoking is emerging, progress
in many communities is still hampered by the prevailing perception
that smoking is a problem of an individual. As intervention efforts
attempt to highlight smoking as a public health and community
problem, opportunities will arise to strengthen the perception that
nonsmoking is normative and to be valued and that smoking is
harmful to the community at large. As the social acceptability of
smoking declines, the negative social consequences of smoking
increase and further reinforce both quitting behaviors and
maintenance of abstinence in recent quitters.

These four overall trial goals led to the establishment of several objectives
that, if reached, could be expected to help meet the goals. Similarly, the
identification of trial activities was predicated on the relationship between
those activities and the objectives they were intended to attain. The
philosophy that a hierarchical association exists between the overall trial
goal, intermediate trial goals, impact objectives, mandated intervention
activities, and process objectives led to a systematic development of goals
and obijectives.

Intermediate goals were directed at the various channels of intervention
identified as being critical to achieving community change. The channels
contained intermediary agents that were likely to come into regular and
repeated contact with smokers. In addition, the intermediary agents also
were thought to be amenable to new practices that would encourage
smoking cessation. An example is found in the health care provider channel.
Because the majority of smokers see a health care provider annually, a
relatively simple change on the part of providers—reminding smokers to
stop or setting quit dates with smokers—may be sufficient to lead many
smokers to attempt cessation. The intermediate goal, then, is to build a
critical mass of health care providers who give such regular encouragement.
To achieve that goal, several impact objectives were established; for example,
80 percent of community physicians and 65 percent of community dentists
should receive training in basic smoking cessation practices, and 30 percent
of physicians’ offices should receive training in setting up office systems
to track smokers and document that cessation encouragement was given.

Similar impact objectives were established for each of the four major
channels of intervention (i.e., health care providers, worksites and
organizations, cessation resources and services, and public education), plus
a fifth overarching channel of community mobilization. Attempts also were
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made to quantify the degree to which objectives had to change to achieve
the trial goals. Through the use of existing literature, previous intervention
experience, and advice from experts in the smoking field, consensus was
reached among the trial investigators concerning the quantification of the
impact objectives (Wallack and Sciandra, 1990-91; Ockene et al., 1990-91;
Sorensen et al., 1990-91; Pomrehn et al., 1990-91).

Impact objectives, in turn, led to the mandated activities required by
the protocol. The extant literature, experience of investigators, and much
discussion resulted in the identification of a set of activities for each
intervention channel considered likely to lead to realization of the impact
objectives. Assessment of the implementation of intervention activities was
accomplished through the completion of process objectives that documented
various components of the activities. A computerized system for tracking
process objective achievement also was developed (Corbett et al., 1990-91).

INTERVENTION The intervention protocol was divided into five major sections

AREAS

corresponding to the channels of intervention: Community
Mobilization, an overarching section to organize the community around
tobacco control; Health Care Providers; Worksites and Organizations;
Cessation Resources and Services; and Public Education. Each of the five
channels was selected for its potential contribution toward achieving the
trial outcome. Most mandated intervention activities within each channel
area had proved efficacious in other settings, and the investigators believed
that combining such intervention activities would result in a synergism
that would lead to change. Each channel is described below.

Community COMMIT’s overall goal of community mobilization was to build
Mobilization the capacity of communities to address smoking control issues.

Channel

Community mobilization also was intended to facilitate the
implementation of smoking control activities and ensure maintenance
of these activities.

Achieving citizen participation and community partnership requires
mobilization of a community. Mobilization is a process through which
community members become aware of a problem, identify the problem
as a high priority for community action, and institute steps to resolve the
problem (Thompson and Pertschuk, 1992). Each community has its own
structures, history, and resources necessitating some variation between
communities in the process of mobilization. The logic and philosophy
of the trial provided each community, through standard mobilization
features, with some discretion in local trial management. The basic
mobilization model was designed to provide scientific integrity while
allowing some local flexibility to establish structures and implement
activities in a manner congruent with local practice.

The mobilization plan began with a strong understanding of the
community gained through a community analysis designed to yield a
systematic understanding of community history, social climate, culture,
structures, resources, organizations, and key individuals. Research staff
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identified several key individuals as candidates for an initial planning group,
where members were introduced to the trial’s rationale, design, and protocol.
Depending on their enthusiasm and availability, they were asked to serve

on a short-term Community Planning Group charged with developing a more
comprehensive and long-lasting community Board. Each intervention
community had to form a new community Board, which was required to
provide project legitimacy, access, and overall management support to

the community; to represent the key sectors considered to be important

in all communities (i.e., health care, business and labor, health voluntary
organizations, media, education); and to accurately represent the community.
Rules were established to maximize community involvement in intervention
planning and implementation. Wherever local groups or organizations
existed that could conduct an intervention activity, they were given highest
priority to do so, even if required training of staff or enhancing the resources
that were already dedicated to the activity was required. Similarly, rules

were established for resource allocation in accordance with the philosophy
that the resources available through the trial were by themselves insufficient
to implement the protocol
but should be perceived as
“seed” resources to develop
existing or new community
mechanisms for smoking
control.

The trial protocol
was developed by the
investigators before the
communities were
randomized; therefore,
the community had no
input into the content of
the protocol. However,
communities were expected
to develop their own plans, consistent with the protocol, to achieve a social
climate that would support non-use of tobacco. To maximize the potential of
communities to make a permanent change, external resources (NCI funded),
both fiscal and human, were limited and considered seed resources. Limiting
resources would encourage the communities to contribute some of their own
resources and thereby eventually incorporate some tobacco control activities
into their own organizational structures.

Health Care Health care providers and the settings in which they work are important

Providers

Channel
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to reaching heavy smokers in the community (Ockene et al., 1990-91).
Targeted health care providers included physicians and dentists,
although it also was considered desirable to involve pharmacists, nurses,
respiratory therapists, and other health care providers. The mandated
intervention activities focused on involving community health professionals
in smoking cessation intervention activities in their practices and in their
roles as community leaders. Each community identified key influential health



Chapter 4

professionals who were interested and -E G M M I T

able to play leadership roles in the ie b
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cessation counseling part of their regular
practice. An important component of this
task force was the policy change expected
to take place in all health care facilities in
the communities. Intervention objectives
included smoke-free hospitals, medical
offices, nursing homes, and substance abuse treatment centers. Enhancing
the availability of cessation information and antismoking promotional
messages was also an important goal of this channel.

Worksites and  Worksites are an ideal location for promotion and support of
Organizations smoking cessation efforts, including both programs and policies.

Channel

Cessation

Seventy percent of adults between the ages of 18 and 65 are
employed (Sorensen et al., 1990-91). Worksites and community
organizations are opportune places to publicize project activities, offer
quit-smoking programs, promote policy changes, and foster environments
supportive of successful quitting. They also are important as sources for
personnel and local resources to support project activities, particularly
large-scale community events. Intervention activities described for worksites
and organizations were to be offered widely in the community; however,
activities were targeted particularly to sites in which heavy smokers could
be reached most effectively. Worksites offered great potential for reaching
less educated and less motivated heavy smokers who might not volunteer
for or be reached by other community antismoking activities. Restrictive
smoking policies were seen as having much to contribute to the social
environment; therefore, many COMMIT intervention activities in this
channel were oriented to presentations and consultations with worksites
to assist them in implementing policies.

Other organizations also were targeted for intervention. Fraternal
organizations, civic groups, religious organizations, and so forth were used
both for promotion of smoking cessation policies and activities and as targets
for such interventions. The protocol called for intervention activities such as
presentations to encourage more restrictive policies, provide information to
such groups, and attempt to involve these groups in promotion activities.

In addition to the powerfully addictive nature of tobacco, there are

Resources and many barriers that contribute to the continuing high smoking rate
Services Channel among adults. Although knowledge of the hazards of smoking

and the benefits of quitting provide reasons for cessation, barriers to quitting
include willingness to take a risk, paucity of cues to quit smoking, difficulty
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Public
Education
Channel
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in obtaining self-help materials, low awareness and use of existing smoking
cessation services, high relapse rates among smokers trying to quit, and
inadequate social support for smokers who are motivated to quit. A wealth
of information exists regarding methods and techniques that can aid smokers
who are trying to quit (Schwartz, 1991; Thompson and Hopp, 1991). Much
is available in self-help formats, including books, pamphlets, audiotapes, and
videotapes, and most of these materials are available from voluntary health
agencies free or at minimal cost. Numerous
programs to help smokers have been . .-
developed and refined over the past three Had it up 10 hE_Ij_:f
decades. Programs offered by the major R R e
health voluntary organizations, local e
hospitals, and other community agencies
have benefited from the thousands of
research projects on smoking cessation
conducted in recent years.

A fundamental assumption underlying
COMMIT intervention activities was that an
increase in cessation rates requires a change
in the social circumstances surrounding
smokers’ decisions to quit, to initiate
quitting, and to maintain abstinence
(Pomrehn et al., 1990-91). The aim of . =
COMMIT was not to provide cessation G mmr%‘;q:gjurrurhdp
services; rather, the aim was to increase the
demand for cessation resources and services
as smokers became more willing to attempt cessation. Thus, activities in
this channel were limited to those that provided the regular, inescapable
messages about opportunities for cessation. Specific intervention activities,
such as a voluntary smokers’ registry, newsletters, and publication of guides
promoting cessation resources and services, were undertaken to increase
the quantity and utilization of existing services. Those activities also were
designed to enhance the efforts of other trial interventions, particularly
worksite, organizational, and health care provider interventions.

Communitywide public education efforts were central to the trial’s

activities to meet overall intervention goals. Educational efforts

focused on mass media campaigns promoting smoking as a public
health problem, smoking prevention, and communitywide cessation
activities. The media contribute significantly to the overall context in
which personal decisions about initiating, continuing, or quitting smoking
occur. The media are a key source of social-environmental cues regarding
nonsmoking behavior (Wallack and Sciandra, 1990-91). An important
function of this channel was to establish and maintain the visibility and
credibility of COMMIT in the communities.

Mass communication plays a significant role in the ongoing effort to
control smoking. The media can perform an important agenda-setting
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function, they can confer status and legitimacy, and they can activate public
discussion. In addition, the media can reinforce nonsmoking behavior
(among both smokers and nonsmokers), generating further help-seeking
behavior (e.g., calling a toll-free number) and recruiting smokers into
treatment programs, and can advertise and promote opportunities for
cessation. The media also can promote norms that are supportive of
nonsmoking and quitting.

Smoking prevention among youth was not a primary program focus
in COMMIT. However, activities targeted at youth have the potential
for increasing the community’s awareness of smoking and health issues
and for shifting social norms. Health promotion through educational,
policy, and regulatory activities aimed at youth have traditionally been
noncontroversial and can provide leverage for community organizing efforts.
Tobacco education activities for youth were used to enhance the visibility,
credibility, and acceptability of COMMIT. Although school-based, tobacco
use education was not emphasized in COMMIT, it is hypothesized that the
overall intervention can decrease the prevalence of adolescent smoking,
can have an effect on smokeless tobacco use among adolescents, and will
modify the precursors of adolescent smoking behavior.

An important factor in the COMMIT intervention was the

CONSIDERATIONS necessity to constrain the intervention to relatively small

OF THE communities so that a rigorously designed trial could be
INTERVENTION implemented. However, it is important to note that
DESIGN communities are not independent social systems. They exist

also in a larger social context, and external events or changes in the broad
social system can have a substantial effect on the local community. As

a conceptual framework, a system’s perspective provides a useful model.

In such a perspective, the community is made up of many different
components, including political, economic, and health sectors (Thompson
and Kinne, 1990). Changes in any part of the system or changes external to
the system reverberate throughout the system and result in adjustments or
responses that will ultimately affect the entire system. Social norms change
along with the system to provide new rules of conduct (Robertson, 1977).

Just as the North Karelia Project showed that an implemented national
policy could affect smoking behavior nationally (Puska, 1983) and just as
the Minnesota Heart Health Program indicated a large secular trend that
may have overwhelmed any intervention effect (Luepker et al., 1994),
several external factors were present during the COMMIT trial that could
have had an impact on the communities involved. For example, California
passed Proposition 99, which released huge amounts of resources for
antismoking activities, including mass media campaigns that directed
attention to minorities, members of low socioeconomic groups, and other
subgroups of smokers. Another example is Canada’s passing an excise tax
that raised the price of a package of cigarettes to new highs and resulted
in a decrease in the prevalence of smoking. Within New York State, policies
on smoking in public places, including worksites, were strengthened.
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Nationally, the U.S. Environmental Protection Agency classified secondhand
smoke as a Class A carcinogen (U.S. Environmental Protection Agency, 1992),
making employers think more seriously about the liability associated with
smoking in the workplace. National fast-food restaurant chains became at
least particially smoke-free to to project an image of protecting youth. In
short, the broad social environment within which the pairs of communities
were located may have changed substantially, making it difficult to
determine what the effects of the COMMIT intervention alone were.

The COMMIT interventions initially were formulated to provide synergy
between the various activities. Synergy is the cooperation among various
parts of the system or the way the components of a system act together.
When activities are oriented toward a common goal, synergy makes the
net effect of the forces greater than the sum of its parts. Synergy makes it
impossible to separate out the contribution to the outcome of the various
parts of the COMMIT intervention. The investigators had to be satisfied that
the package they developed produced synergy, which meant that no channel
could be emphasized over another and that subsequent analyses to account
for the contribution of specific channels were not possible. This approach
was further complicated by issues of measurement. Only the achievement
of process objectives was measurable; it was not possible to assess the
interaction between various activities or process objectives.

Another key consideration involved the group of investigators involved
in the project. Because the individuals came from a variety of disciplines,
backgrounds, and experience levels, there was initially considerable
controversy over the approach to take. The options were reduced to two
basic approaches: In one approach, the 11 intervention communities would

protocol would be followed in the other. The first approach would produce a
purer community study but

different interventions. This ﬁﬁW
could not be regarded as a

trial. The second approach

simply be given resources to design their own studies, whereas a standardized
would likely result in many CB’

A Ll &
rigorous randomized controlled SMOKE FREE fmﬁfgﬁ“ﬁ%ﬂ

fulfilled the requirements of 2 Hronths
scientific rigor but greatly y Ty J— ,
constrained the role of the sl . et of crolperAtiier.frion Lobices

community in designing
interventions. The limited time ﬁn—ﬂ%’# 5&‘_}: .jr ?9 ,'r

for planning and discussion of

these issues made it difficult for
investigators to come to consensus. The design process of the trial alienated
various “stakeholders,” and this resulted in wasted effort and time.

SUMMARY The theoretical base for COMMIT used existing knowledge, state-of-the-
art interventions, and the wisdom of investigators in the field to develop an
intervention strategy and protocol oriented to meet the trial’s overall goals
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and impact and process objectives. Mandated activities were intended to
lead to achievement of the impact objectives, which in turn would lead to
attainment of the intermediate and overall trial goals. A number of lessons
were learned in the development of the protocol.

1. The intervention strategies implemented in COMMIT were designed
to have a large effect on the communities’ attitudes to and behaviors
regarding cigarette smoking, yet there was little in the literature to
provide insights on how best to do this. Even media studies that
had been conducted previously showed only marginal changes in
knowledge and attitudes.

2. Although the COMMIT protocol was built on the best knowledge
available from randomized clinical trials in the area of smoking
control, it is not clear how those experiences can be extrapolated
to a randomized community trial.

3. A unique feature of COMMIT was that the diverse and extensive
interventions were combined in such a manner that a communitywide
effect was anticipated. Based on the supposition that people are more
likely to stop smoking when the policies regulating smoking, the
opportunities for cessation, and the messages about the dangers of
smoking for both smokers and nonsmokers are predominant within
a community, COMMIT wished to create a social environment in the
intervention communities where smoking was nonnormative. Despite
these ambitious goals, it was unclear how best to change policies and
get messages to the target group of heavy smokers.

4. It was assumed that implementation of the mandated activities
through the five intervention channels would make it difficult
for any smoker to avoid messages about or opportunities for smoking
cessation. Again, there was not strong evidence from the results of
other trials to support the assumption.

5. The community is not an entity in and of itself; rather, it exists
in a broader social context that also may be changing. When a
community rides the secular trend, it is difficult to judge the effects
of an intervention; it may have been better to build more flexibility
into the protocol so that different tactics could have been used when
the external environment changed.

6. Synergy is an excellent construct but was impossible to measure in this
trial. That may not be completely negative, but if efficient trials or
interventions are to be devised, it would be helpful to be able to
identify the components of the intervention.

7. Lack of attention to stakeholders in the development of the protocol
led to considerable controversy. More time should have been allowed
to reach consensus in a trial of this magnitude.
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Chapter 5

Mobilizing the COMMIT Communities for
Smoking Control

Beti Thompson, Linda Nettekoven, Dianne Ferster, Len C. Stanley,
Juliet Thompson, and Kitty K. Corbett

INTRODUCTION Twenty years of community intervention studies have taught us
much about the need to engage communities in health behavior change and
about the processes required to involve communities (Abrams et al., 1986;
Carlaw et al., 1984; Elder et al., 1986; Farquhar et al., 1985; Puska et al.,
1985). Widespread agreement about the benefits of using community
organizations as primary delivery systems in large-scale health behavior
change programs (Green and Raeburn, 1990; McAlister et al., 1982; Tarlov
et al., 1987) has been supported by theoretical arguments that durable
changes in lifestyles of whole populations require changes in the community
environment to support the behavior changes by individuals (Egger et al.,
1983; Fortmann et al., 1990; Puska et al., 1983; Tarlov et al., 1987). Several
community studies have been conducted in recent years, primarily on
cardiovascular risk reduction; initial results from those studies and large-scale
smoking cessation trials indicate that behavior change is possible (Carlaw et
al., 1984; Egger et al., 1983; Elder et al., 1986; Puska et al., 1985; Fortmann
et al., 1990). Most such studies have been carried out with some collaboration
by investigators and the communities.

Collaboration between community and researchers, although seen as
essential to the research project, varies widely in both the form it takes and
the way it is developed. Collaboration can vary from little community
involvement, such as community permission to target a particular place for
intervention activities by an external agent, to total community control,
such as giving a community funds to develop its own solutions to a specific
problem. However, for the majority of external funding agencies, a more
moderate approach is followed in which the community becomes a partner in
the change activity. Increasingly, a strategy called “community organization”
is being used, whereby community members become active participants in
addressing a problem that affects the entire community (Thompson et al.,
1990-91). Theoretically, there are three assumptions that underlie the need
to involve local citizenry in a change effort. The first is that behavior occurs
in a social context rather than in a vacuum or on an individual basis; the
second is that large-scale behavior change requires that the social context be
changed; and the third is that change is more likely when the people affected
by a problem are involved in defining and solving it (Abrams et al., 1986;
Kuriji et al., 1988; Florin and Wandersman, 1990; Thompson and Kinne,
1990). Funding agents and studies that now are attempting to reduce
chronic disease risk factors at the community level almost uniformly foster
relationships with the community receiving interventions so that local
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citizens participate in the projects (Chavis et al., 1983; Crosby et al., 1986;
Englund, 1986; Millar and Naegle, 1987).

Gaining citizen participation in communities generally requires
mobilization of at least some portions of the community. Community, in
this context, is a group of people sharing a locality, being interdependent,
having interpersonal relationships, and having a sense of belonging to the
larger entity (Thompson and Kinne, 1990; Warren, 1958).

Mobilization is the process whereby the community or some of its
parts become aware of a condition that has negative implications for the
community, identify the condition as a priority
for community action, and institute steps to change
the condition (Thompson and Pertschuk, 1992).
Mobilization is a complex process often idiosyncratic
to a community and a project. Partially as a result, few
data have been systematically gathered or published
about mobilization activities in diverse community
studies; rather, an occasional description of the
mobilization process may be included in a progress
report on research development. A few researchers have
examined the process more concretely (Burghardt, 1982;
Hunkeler et al., 1990; Stunkard et al., 1985; Thompson
et al., 1993), thereby yielding some information on the
processes of initially interesting and involving
communities in health behavior change.

Although any kind of external funding agency
is likely to constrain community efforts to address a
problem, research in communitywide projects addressing
health promotion poses special problems for involving
communities. In a “pure” community approach, community members take
the initiative by defining a problem; however, in externally funded projects,
the original impetus for the community to accept the existence of a problem
comes from external sources that have their own plans for defining and
addressing the problem. In addition, the need for integrity of the research
and the constraints of funding by government agencies generally put strict
limits on the extent to which individual communities can be part of the
decisionmaking processes in health promotion projects. Although
community members may have their own ideas for addressing a problem,
there is likely to be little researcher support for innovation or deviation
from a research plan. For example, the Community Intervention Trial for
Smoking Cessation (COMMIT) project required communities that were
to receive funds to define smoking as a major public health problem. In
addition, it utilized a standardized protocol that required the community
to implement certain activities before turning to activities that came up
from the community.

T

In spite of the departure from a pure community organization
model, the COMMIT project attempted to build a partnership with the
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11 intervention communities; it followed a standardized mobilization
protocol to build community infrastructures that could address the
smoking problems. In this chapter, the mobilization experiences of the
11 communities that participated in COMMIT are described. Because the
communities followed a standardized mobilization protocol to organize
themselves to address tobacco control, this experience offered a unique
opportunity to examine several questions about mobilization and the use
of a common strategy for mobilizing communities.

Specific questions of interest included the following: What are the
important factors in developing a common mobilization process? Can a
single mobilization protocol be implemented across 11 communities? Can
mobilization protocol objectives and timelines be met consistently in the
various communities? Are the experiences of these communities generalizable
to other community health initiatives? What happened in the field as the
communities followed the protocol? The lessons learned from the initial
mobilization process in the 11 COMMIT intervention communities are
presented in this chapter.

ADAPTATIONS COMMIT builds on a community organization perspective

FOR RESEARCH (Blackburn, 1983; Green, 1986; Farquhar, 1978; Kelly, 1979;

PURPOSES Labonte, 1989). The partnership arrangement initially planned
was one that would reflect “community ownership,” important both in
theory and in practice. Essentially, the outside experts—the researchers—
would be facilitators to guide change, not to control and define it. The
general principles of partnership and community ownership were adopted by
COMMIT investigators; however, early in the trial, investigators recognized
that the design features of COMMIT introduced many potential problems
for establishing partnerships with the communities.

After much debate about the shape of the trial (see Chapters 3 and 4),
the research direction adopted for

COMMIT treated the project as a YONKERS
single study with the equivalence (_'- Uf\‘] _h-'l [’ ]
of 22 “subjects”: 11 intervention e : el
and 11 control communities.

With the community as the unit of
randomization, it became necessary

to define a basic intervention to be
tested, with a decision to provide

basic commonality in the intervention
to permit comparisons across
communities (see Chapters 3 and 4).
Investigators decided that total local
ownership of the project might result
in significantly different organizational
structures and foci of interventions;
indeed, there was a concern that the A Plan for Our Cis
project might produce 11 different Fall ress

Thil srader=ITon oTers i o imin
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STEPS IN

demonstrations rather than a single trial. Researchers also were aware of the
danger of too much mandated structure and the threat it might present to
local involvement and participation. A compromise approach was developed
to maintain trial integrity and provide enough flexibility to accommodate
local variations.

Trial integrity was achieved through a protocol that defined a general
mobilization process for organizing the intervention communities,
establishing a basic structure for organizing local projects, implementing a
set of required intervention activities consistent with community customs,
and carefully documenting the process (Thompson et al., 1990-91). The
general mobilization process and the requirements for establishing the
organizational structure are described in this chapter.

The approach used for COMMIT does not meet all the criteria for an
equal partnership with the community: As in other community research
projects (Chavis et al., 1983; Goodman and Steckler, 1989), scientific goals are
a higher priority than the community development goals (Rothman, 1979).
Although COMMIT sought to promote partnership whenever possible, it
was an unequal process, and the community had less power than either the
funding agency (National Cancer Institute [NCI]) or the research institutions
receiving funds to administer local projects.

Significant effort was devoted to defining both the community

MOBILIZING mobilization process and the resulting structure. The “leadership
COMMUNITIES board” model served as the
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this structure, a community Board

of influential and informed people,

often leaders representing key ‘
organizations in the community,

was formed. The process required

an understanding of the community
through an examination of secondary
sources, conversations with key
informants, and involvement o